EDITORIALS

Policy dilemmasfor oral anticoagulation
management

ATRIAL fibrillation is a major independent risk factor for primary care clinic using computerised decision support software
stroke, with the risk increasing with age, particularly over theand near-patient testing at around £160 per patient pefyear,
age of 65 years.The efficacy of oral anticoagulation therapy less in larger practices. The optimum number of patients appears
(OAT) for stroke prevention in non-rheumatic atrial fibrillation to be around 45, with numbers above this requiring more than
represents a major medical advahceducing the risk of stroke one clinic per week and numbers below pushing up the cost per
by up to 6896 Technological developments are enabling nearpatient.
patient international normalised ratio (INR) monitoring and man- Improved therapeutic control in primary care clinics, com-
agement in ways that may culminate in patient self-monitoringbined with lower patient costs in larger clinics, has implications
The benefits of OAT are only realisable, however, if its therapeufor primary care groups (PCGs). The benefits of primary care
tic use is well controlled. clinics in the Birmingham model may depend on the holistic,
Oral anticoagulation therapy services, traditionally hospital-continuous care of practice nurses rather than the technology of
based, are under increasing strfais much as 2% of the popu- near-patient testing and computerised decision support software.
lation may be eligible for treatment, similar in scale to diatfetes.These benefits could be lost if PCGs create large-scale clinics
No accurate United Kingdom (UK) data are available on thecatering for multiple practices. Under current regulations any
number of patients currently being treated. general practitioner or PCG can set up anticoagulation clinics by
Monitoring of OAT developed in hospitals owing to the needsimply buying the relevant technology. No evidence of compe-
for a blood test (INR), interpretation, and dose adjustmenttence is required and no routine monitoring of outcomes is
Hospital anticoagulation clinics have historically achieved relacarried out.
tively poor results, with less than 50% of patients achieving ther- Arguably, all anticoagulation clinics should be required to
apeutic INRs and increasing patient numbers experiencing worgerform to minimum competence criteria. All personnel involved
ening congestion and waiting timéNew technologies, should have received adequate training and local haematology
however, are changing the organisation of OAT servicesdepartments might ‘accredit’ training courses. All centres under-
Reliable near-patient testing is now available for INR measuretaking anticoagulation management should adhere to quality
ment?’ Computerised decision support software enable testontrol procedures and be registered with a recognised external
results to be interpreted by non-medical staffinics can be quality assurance scheme (as for pathology laboratories). Clinics
located in primary cafeor, as in Germany, in patients’ honi@€s. should be audited regularly to ensure optimum therapeutic
Trials, completed and continuing, show that these alternativesontrol. The idea of accreditation or a ‘provider certification pro-
achieve at least as good INR control as traditional hospitajramme’ for centres providing anticoagulation services is more
clinics. Patients can now expect to achieve therapeutic INRs aidvanced but remains at the theoretical stage in the United States
least 60% of the time — a substantial improvement on traditionabf Americal*
hospital care (which, however, is improving all the tifi¥). These concerns are amplified when patient self-monitoring is
These promising developments raise issues about qualityonsidered. Patient-held devices cost around £500 per device
assessment, patient preferences, cost, and long-term outcomphis running costs. Although patient-based monitoring has yet to
Quality assessment, strong in hospital contexts, is almost entirebe formally explored in the UK, some 40 000 use it in Germany.
lacking elsewheré! Equipment needs to be regularly checkedAdherence to the basic principles of quality assurance applies,
and recalibrated. In the UK, it is left to the discretion of primaryparticularly to patient self-monitoring. In Germany, there is a
care clinics to arrange for quality assessment, either through ttstrong training component, driven by the funding insurance com-
local haematology laboratory or the national voluntary schemepanies, but little in the way of follow-up outside evidence that
Quality assurance for patients testing at home remains undeveglatients are achieving optimum control. Although trial data
oped, similar perhaps to diabetés. suggest improved patient outcomes in terms of INR control, the
Patient preferences, which ought to inform decisions on initiatdegree to which this translates into improved clinical outcomes
ing OAT and on choice of therapy, have not been wellin routine practice remains uncléérThe UK could learn from
researched, despite indications from modelling exercises thahe German experience and from experience with diabetic
results are highly sensitive to such prefereAg@he advent of patients to ensure optimal patient self-management of OAT.
patient self-monitoring represents a major shift in the nature and The efficacy of INR control in reducing adverse events has
organisation of care delivery. Some patients will see this as apeen assumed to translate into greater effectiveness in practice. If
opportunity to regain some control over their lives and will enjoythe gains demonstrated in trials are to be realised in practice, then
the reduced level of contact with health professionals. Howevenquality control, training, and long-term follow up of patients are
others may experience increased anxiety associated with thnecessary. Improved collection of routine data (an OAT register)
responsibility for monitoring their condition. Given the need for offers one option worth exploring.
long-term (sometimes lifelong) therapy in many patients requir- Perhaps the real challenge lies in ensuring that policy on the
ing OAT, it is appropriate that patient and carer preferences comevelopment of anticoagulation services is based on research evi-
cerning alternative organisational arrangements for deliveringlence rather than driven by technology, costs or, potentially,
care are taken into account. Thus, measurement of the strengthpaftient populism. Current policy is incoherent. The research
such preferences should constitute a research priority. agenda is replete with questions regarding optimum models of
What about the cost? Overall, these new approaches seemdare, optimum frequency of testing, the measurement of patient
be more costly than hospital clinics. A Birmingham study costeditilities, the role of new technologies, and the scope for routine
a hospital-based clinic at around £90 per patient per year anddata collection. Given the devastating effects of poorly managed
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anticoagulation care it is perhaps time these issues were formally.
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Taking another look at the acute sore throat

-I-HE acute sore throat is, generally speaking, a benign self-limsuggestion that it is reasonable to incorporate this finding into
iting illness. However, as it presents in general practice, thisur clinical practice in terms of advising regular analgesia in ade-
seemingly straight-forward problem manages to throw up manguate doses to our sore throat patients as of now. More research,
of the challenges that are characteristic of our discipline and ihough, is required to compare different analgesics, particularly
one of the most common clinical scenarios causing discomfort im terms of relative safety and efficacy, and possibly to investi-
our prescribing decisioridts diagnosis and management require gate modes of administration. In particular, | was disappointed to
us to deploy all our skills of handling uncertainty, risk manage{ind that my own standard advice of aspirin gargles appears not
ment, clinical judgement, managing potential clashes of perspete have been adequately evaluated. Secondly, they highlight the
tive between ourselves and our patients, applying evidence fropotential role of preventive strategies and found that both
clinical studies to the management of individuals, and exploringnfluenza and pneumococcal vaccination show promise. Other
and agreeing mutually acceptable solutions to achieve apreventive strategies may be worth evaluating, too, and the pos-
outcome that is clinically, economically, and socially acceptablesible impact of smoking cessation on recurrence rates of sore
to our patients and ourselves. throat would seem particularly worthy of study.

Research and, more recently, the application of evidence- Given the reasonably convincing evidence we now have to
based medicine techniques have managed to chip away at sosupport a decision to not prescribe antibiotics, however, we
of the uncertainties surrounding this condition. In particular, theshould not rush to alternative prescription-based treatment
Cochrane review by Del Mast al has severely challenged the options. The options of not treating the condition at all, offering
previously held assumption that patients with acute streptococcdeferred treatment, and advising and informing self-care —
sore throat would benefit unequivocally — in terms of reductionsncluding the use of home remedies and/or the recommendation
in symptoms and in reduction of suppurative (e.g. quinsy) andf over-the-counter medicines — should all be considered as
non-suppurative (e.g. rheumatic fever and glomerulonephritisjlternatives to prescribirif. These approaches have the particu-
complications — from the administration of an antibiotic such adar benefits of reducing the risk of medicalising the problem and
penicillin.?2 This evidence has exposed this justification forencouraging patient self-reliance. In this regard, Del blaal
antibiotic prescribing for what it is: an example of the surrogatealso highlight the intriguing finding that the quality of the com-
outcome fallacy. munication in consultations for sore throat can also impact posi-

Del Mar et al have taken this empirically focused, evidence-tively on outcomes such as symptom relief. This finding points
based approach to management one step further and looked at thehe important possibility that how we manage this clinical con-
evidence for other approaches to managerhdifie evidence dition is about much more than the presence or absence of partic-
they have uncovered, it must be said, is limited in both quantitylar micro-organisms or the choices between different medicines.
and quality but a few useful pointers do emerge for both clinical The core of this problem, and possibly many others in general
practice and future research. First, analgesics, specificallgractice, may be clashes in perspective or misunderstandings
ibuprofen, in regular and adequate doses seem to be effective between doctors and patiefitsDoctors, at least historically, have
providing symptom relief in adults. | concur with Del Mal’'s come from a perspective that the acute sore throat is a physical
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manifestation of an infective condition of the upper respiratory
tract and the required minimum management is one that will elim-8-
inate the causative organism, if possible, and relieve symptoms.
General practitioners, though, have other goals and one of these &
to please or satisfy their patients. They are also sensitive to the
potential impact on patients’ lives of this troublesome symptom.
classical study by Howie showed how patients’ social situation
had more impact on decisions about prescribing antibiotics fot1.
sore throats than clinical features of the ¢aBectors are aware

that many patients expect to be prescribed an antibiotic for a sofé
throat; however, their awareness of who has the expectation and
the nature of the expectation (i.e. whether it is something th&s.
patient hopes for or anticipates from past experience but is neutral
about whether or not it happens) seems perfunctory. They also
seem to assume that any such expectation is immutable and dis
pointment will follow if it is thwarted. Their response seems to be
to prescribe antibiotics quite often on the basis of these assumE
tions and live with any ensuing discomfort arising from their reali-
sation that the benefits of antibiotics may be small and that such
prescribing is the subject of opprobrium from other quatters.

A high proportion of patients do, indeed, come expecting to
receive a prescription for an antibiotic. Some have a great deal of
faith in the power of antibiotics to relieve their symptoms and
have experience that they interpret as evidence of the effective-
ness of this form of treatment. This, of course, may be an
example of another fallacy, one of false association of cause and
effect® However, not all patients may be so fixed in their ideas as
we suppose. Many are seeking other outcomes too, such as reas-
surance and explanation; or possibly just recognition of their suf-
fering and some empathic understandity.

In the light of this sort of evidence, a wholly different set of
strategies suggest themselves. First, when set in this context of
different world views the problem is identified as a cultural one
and more complex and sophisticated solutions are required.
Secondly, the overall conduct of the consultation takes centre
stage rather than just the microbiological diagnosis or the phar-
maco-therapeutic management. These considerations pitch this
problem into the realm of on-going debates about making general
practice consultations more patient-centred, involving patients in
shared decision-making, striving for concordance in doctor-
patient relationships, and building therapeutic alliariégs.
Having better and clearer empiric evidence is undoubtedly very
helpful but it is by no means the whole answer to what is a sur-
prisingly complex but quintessential general practice problem.

CoLIN P BRADLEY
Professor of General Practice, University College Cork, Ireland

References

1. Bradley CP. Uncomfortable prescribing decisions: a critical incident
study.BMJ 1992;304: 294-296.

2. Del Mar CB, Glasziou PP, Spinks AB. Antibiotics for sore throat. In:
Cochrane Collaboratioi©ochane Library. Issue 3. Oxford: Update
Software, 2000.

3. Skrabnek P, McCormick Bollies and Fallaciesin Medicine.

Glasgow: Tarragon Press, 1989.

Thomas M, Del Mar C, Glaszion P. How effective are treatments

other than antibiotics for acute sore thrdatd Gen Pract 2000;50:

817-820.

5. Little P, Gould B, Williamson let al. Reattendance and complica-
tions in a randomised trial of prescribing strategies for sore throat:
the medicalising effect of prescribing antibiotiB§1J 1997;315:
350-352.

6. Bradley CP, Bond C. Increasing the number of drugs available over-
the-counter: arguments for and agaiBst] Gen Pract 1995;45:
553-556.

7. Butler CC, Rollnick S, Pill Ret al. Understanding the culture of pre-
scribing: qualitative study of general practitioners’ and patients’ per-

British Journal of General Practice, October 2000

ceptions of antibiotics for sore throaldlJ 1988;317: 637-642.
Britten N, Stevenson FA, Barry C4,al. Misunderstandings in pre-
scribing decisions in general practice: qualitative stBii§J 2000;
320: 484-488.

Howie JGR. Clinical judgement and antibiotic use in general prac-
tice.BMJ 1976;2: 1061-1064.

Barry CA, Bradley CP, Britten N al. Patients’ unvoiced agendas
in general practice consultations: qualitative stigiJ 2000;320:
1246-1250.

Bradley CP, Crowley M, Barry @ al. Patient-centredness and out-
comes in primary care. [LetteBf J Gen Pract 2000;50: 149.
Stevenson FA, Barry CA, Britten Bt,al. Doctor-patient communi-
cation about drugs: the evidence for shared decision medangci
Med 2000;50: 829-840.

Royal Pharmaceutical Society of Great Brit&irom Compliance to
Concordance: Achieving Shared Goalsin Medicine Taking. London:
Royal Pharmaceutical Society of Great Britain, 1997.

MGdr ess for correspondence

rofessor Colin P Bradley, Department of General Practice, University
ollege Cork, Distillery House, North Mall, Cork, Ireland.

781



